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It is the purpose of this communication to direct attention to the 
frequent occurrence of exophthalmos in chronic nephritis, and to 
advance the view that the exophthalmos of chronic nephritis is very 
analogous to that of exophthalmic goitre, being but one of a number 
of evidences of a chronic systemic intoxication. 

Exophthalmos can be easily produced experimentally by stimu¬ 
lating the cervical chain of autonomic fibers. According to the work 
of Landstrom 1 and MacCallum and Cornell, 2 this exophthalmos is 
due to the contraction of a cuff of plain muscle which, attached to the 
septum orbitale anteriorly and to the equator of the eyeball posteri¬ 
orly, acts as an opponent of the recti muscles of the eye and produces 
exophthalmos when it is tonically contracted. This cuff of plain 
muscle is under the control of the autonomic fibers passing to the eye 
through the cervical autonomic chain. 

1 Ueber Morbus Basedowii, Thesis, Stockholm, 1907. The Pathogenesis of the Eye Signs 
of Exophthalmic Goitre, Editorial Jour. Amer. Med. Assoc., 1909, lii, 476, 6. 

2 The Mechanism of Exophthalmos, Med. News, Oct. 15, 1904. 
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It seems unquestionably true that toxins produced by certain dis¬ 
eases are capable of stimulating the autonomic system and producing, 
among other effects, exophthalmos. This toxic effect upon the 
autonomic nerve fibers is most familiar to us in exophthalmic goitre. 
In Basedow’s disease the bodily functions under the dominion of the 
autonomic system are profoundly affected, owing apparently to over- 
stimulation. Thus, the tremor, tachycardia, exophthalmos, sweating, 
vasomotor dilatation, and the evidences of irritation of the central 
nervous system are most probably accounted for by the assumption of 
chronic systemic intoxication, the exact nature of which need not 
concern us here. 

Undoubtedly every physician of experience has occasionally 
observed exophthalmos and other eye signs in cases of chronic 
nephritis. It is surprising, therefore, that not one of the leading 
systematic treatises upon nephritis which we have been able to con¬ 
sult, makes mention of exophthalmos as a sign of chronic nephritis. 
It is a not infrequent finding, as we shall presently show. Though 
we have been observing exophthalmos in chronic nephritis and com¬ 
menting upon it at the ward visits for several years, the material 
upon which the conclusions of this paper are based represent the 
medical service of the Johns Hopkins Hospital with chronic nephritis 
since January 1, 1909. Our total number of cases is too small 
to permit of very accurate statistical deductions, but they are valu¬ 
able in that the patients have been studied with especial reference to 
the occurrence of exophthalmos and other ocular conditions in 
chronic nephritis. 

Among the total admissions of thirty-three cases of chronic neph¬ 
ritis during the first four months of 1909, 16 (48.4 per cent.) showed 
exophthalmos. The exophthalmos varied greatly in degree, as 
did the gravity of the nephritic process in the various individuals; 
indeed, it may be stated that those cases presenting evidences of 
serious intoxication (suburemic or uremic symptoms) most frequently 
showed exophthalmos and one or more of the allied ocular signs— 
anisocoria, von Graefe’s, Moebius’, or Stellwag’s sign. Exophthal¬ 
mos has been an obvious sign in all of the cases of chronic nephritis 
which have died in the Johns Hopkins Hospital since January 1, 
1909, seven in number. We have also observed that the cases of 
chronic nephritis showing albuminuric retinitis during this period 
have invariably shown exophthalmos, with one or more of the other 
ocular signs to be spoken of presently. It should be emphasized 
that exophthalmos is but one of several ocular signs which are 
frequently present in chronic nephritis. 

We have already referred to the work of Landstrom in demon¬ 
strating the presence of a cuff of plain muscle attaching the eyeball 
anteriorly to the septum orbitale. This author thinks that a 
spastic condition of this plain muscle—the opponens recti—satis¬ 
factorily accounts for the widening of the lid slits (Stellwag’s sign), 
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dissociation of the movements of the ball and lids (von Graefe’s. 
sign), and the break of convergence of the eyes (Moebius’ sign). 
All of these classic signs of exophthalmic goitre may be present in a 
maximum degree in chronic nephritis without the thyroid showing 
any apparent involvement. The conclusion lies very near, that in 
both diseases a chronic systemic intoxication affecting the autonomic 
system is the causative factor in the production of the ocular mani¬ 
festations. In our series of 16 cases von Graefe’s sign was positive 
in 11 (68.7 per cent.), Stellwag’s was positive in 13 (81.3 per cent.), 
and Moebius’ sign was positive in 7 (43.7 per cent.). The pupils 
were noted as unequal in 5 cases (31 per cent.), and albuminuric 
retinitis was observed in 8 cases (50 per cent.). 

Exophthalmos was associated with arterial hypertension (pressure 
above 160 mm.) in 12 of our 16 cases, and in 2 cases which may be 
instanced (Ray C. and Robert W. B.) a maximum degree of exoph¬ 
thalmos was associated with the maximum arterial tension shown by 
the patient; as the blood pressure fell the-eyes became less prominent. 

We are not of the opinion, however, that the exophthalmos is due 
to chronic hypertension. They may exist quite independently, and 
certainly only a small percentage of cases having arterial hyper¬ 
tension show exophthalmos. R. Sattler 3 has described exophthalmos 
in some cases of hemorrhagic retinitis with hypertension due to 
cardiac, renal, and hepatic lesions. It is far more reasonable to 
assume that the arterial hypertension and the eye signs mentioned 
are but evidences of poisoning by perhaps separate toxins. It is 
well known that uremia may develop in a patient whose blood pres¬ 
sure is not increased, and it seems very probable that in chronic renal 
insufficiency several toxins are present in the blood manifesting 
themselves in various ways. 

Illustrative Cases. Case I. —Annie P., aged thirty-five years, 
black, laundress. Admitted November 30, 1908; discharged im¬ 
proved April 12, 1909. 

Complaint. Shortness of breath and swelling of feet. 

Family History. Negative. 

Past History. Patient had rheumatism in winter of 1906-07 for 
three months, which seems to have been of the acute articular type. 
Patient gets up two or three times each night to urinate. 

Present Illness. Dates from April, 1908, when she was admitted 
to the Johns Hopkins Hospital with dyspnoea, cough, frothy expec¬ 
toration, and swelling of feet. A diagnosis of aortic and mitral 
insufficiency was made. After her discharge, in 1908, she remained 
fairly well for a time, but recently all of her many symptoms have 
returned in exaggerated form. 

Physical Examination. It was noted that the eyes were prominent 
(Fig. 1), pupils were equal, moderately contracted, reacted slug- 

3 Arch. Ophthal., New York, 1885, xiv, 190 to 195. 
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gishly, and lids were puffy. There was a well-marked von Graefe’s 
sign. There were signs of aortic and mitral insufficiency in the heart 
and effusion in the right pleural cavity. The patient had marked 
anasarca. 

She gradually improved, and was discharged when able to walk 
around without much dyspnoea. 



Fig. 1.—Case I. 


The urine varied in specific gravity from 1010 to 1020, and in color 
from pale yellow to orange. The quantity was reduced, as a rule. 
Albumin was constantly present, ranging from 0.5 to 10 grams per 
liter by Esbach. Rather numerous hyaline and finely and coarsely 
granular casts. 

The blood pressure averaged about 120 mm. Hg., reaching 140 
occasionally. 

Case II.-—Ray C., aged twenty-two years, single, Russian Jewess, 
a shop girl. Admitted January 1, 1909, complaining of twitchings 
of the right arm and hand and difficulty in speaking. 

The patient had been admitted to this hospital also in 1904, when 
a diagnosis of hemichorea was registered. At that time the urine on 
four examinations was as follows: Pale yellow in color, specific 
gravity from 1008 to 1012, trace of albumin, and upon one occasion 
a few finely granular and hyaline casts. No exophthalmos was noted 
during this admission. The patient was discharged greatly improved. 

The patient’s family and past histories are negative except for 
frequent attacks of tonsillitis which were quite severe, necessitating 
the removal of the tonsils one year ago. 

The attack which brought the patient to the hospital this time 
began November 1, 1908, with inability to write due to involuntary 
jerkings of the right arm and hand, and this muscular twitching has 
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since involved the face and tongue so that speech has been difficult. 
The patient also complained of headache and pain over the heart. 

The physical findings upon admission were as follows: The eyes 
were markedly protuberant and the lids and conjunctivse slightly 
oedematous (Fig. 2). Well-marked Moebius, von Graefe, and 
Stellwag signs. The heart was slightly enlarged, extending 11.5 cm. 
to the left in the fourth intercostal space. There was a loud, rough, 
well-transmitted systolic murmur, with an accentuated pulmonic 
second sound. The blood pressure upon admission was 245 mm. Hg. 

Dr. Bordley examined the patient’s eyes and noted a marked 
oedema of the disk and retina, obscuring most of the vessels on the 
border of the disk, with several small hemorrhages and white plaques 
scattered over both fundi. The changes were thought to be unques¬ 
tionably of nephritic orgin. 



Fig. 2. — Case II. 


Three weeks after admission the patient developed a severe 
multiform erythema, which persisted for ten days. On February 
10, she complained of excruciating headache and nausea, with 
vomiting, and at eleven o’clock had a general convulsion. This 
was followed by three similar convulsions during the afternoon. 
The patient responded well to treatment, and gradually returned to 
her former condition. Since these first convulsions the patient has 
had two similar attacks, with four and ten convulsions, respectively, 
and unconsciousness lasting from six to twelve hours. 

The blood upon admission showed red blood cells, 5,400,000; 
white blood cells, 13,300; hemoglobin, 90 per cent. The leukocytes 
have ranged since then from 7000 to 25,000 and the red blood cells 
have fallen to 4,100,000, hemoglobin to 70 per cent. The urinary 
picture has been as follows: Total amount from 1 to If liters; pale 
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yellow, clear; specific gravity ranging about 1012; no sugar; heavy 
cloud of albumin, ranging from 2 to 10 grams per liter by Esbach; 
numerous hyaline and finely and coarsely granular casts. 

The blood pressure upon admission was 245 mm. Hg., and since 
then has been elevated, with an average of about 215, frequently 
reaching 230. 

Exophthalmos (Fig. 2) has been a very constant and striking 
feature, remarked by all observers. It has varied in degree from time 
to time, growing definitely less as the patient’s condition improved 
and becoming more marked with each exacerbation. 

Case III.—-Robert W. B., married, aged fifty-one years, white, a 
painter. Admitted January 15, 1909. Died January 17, 1909. 

The patient had been admitted to the hospital in 1901, and a 
diagnosis of lead poisoning with peripheral neuritis was then regis¬ 
tered. He complained on present admission of severe pain all over 
the body, and headache. 

Family History. Negative. 

Past History. Patient says he has had malaria several times. He 
is subject to severe, headaches and has been as long as he can remem¬ 
ber. Eye sight has been failing steadily for the last five years. For 
the last two years he had been suffering with attacks of palpitation 
and orthopnoea. Gastric and intestinal disorder with vomiting and 
diarrhoea have been rather frequent of late. He has had to get up 
several times each night for the past five years to urinate, and passes 
his urine frequently during the day. The patient has been a heavy 
smoker, a constant beer drinker, and he very often drinks whisky 
before breakfast. In 1901 he suffered from a severe peripheral 
neuritis due to lead poisoning, and was treated in the Johns Hopkins 
Hospital. At that time the specific gravity of the urine was 1010, 
with a trace of albumin and a few hyaline casts. 

Present Illness. For the past six months the patient has been 
unable to work much, and has felt very feeble and weak. During this 
time he has had frequent attacks of abdominal pain, has been con¬ 
stantly constipated, short of breath on exertion, and subject to 
orthopnoea. One week before admission he was confined to his bed 
with very severe headache, constipation, and was at times irrational. 
He passed large amounts of urine during the day and rose from one 
to seven times at night to urinate. 

Physical Examination. Patient in a rather lethargic, torpid con¬ 
dition, respirations 16 to a minute, very deep, and with groaning 
expirations. Muscular twitchings of the arms noted on admission. 
The patient was thin, poorly nourished, very anemic looking, had 
pale mucous membranes and a dry, harsh skin. The eyes were very 
prominent and staring, the sclerse were visible above and below the 
iris. The right eye was more prominent than the left. The pupils 
were equal and reacted normally. There was marked dissociation 
of the lids, and the eyeball convergence was very poor. The heart 
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was slightly enlarged, with marked arteriosclerosis of the peripheral 
vessels. There was a double wrist-drop present. 

Upon the day following admission the patient had a general con¬ 
vulsion. It was followed by two convulsions a few hours later. 
Upon ophthalmoscopic examination there was a well-marked albu¬ 
minuric retinitis, with oedema, exudate, and hemorrhages in both 
eyes. The retinal arteries were tortuous and small. 

The blood showed 3,000,000 red cells, 11,600 white cells, 35 per 
cent, hemoglobin. Grawitz granules were demonstrated in the red 
blood cells. The blood pressure upon admission was 160 mm. Hg., 
and this fell to 110 at time of death. It was noted that the exoph¬ 
thalmos, so marked upon admission, was much less marked at the 
time of death. 

The urine upon two examinations was noted as light yellow; 
specific gravity, 1012; albumin positive, with large numbers of gran¬ 
ular casts, pus cells, and epithelial cells. 

The diagnosis of chronic nephritis with acute exacerbation follow¬ 
ing saturnism and chronic alcoholism was made. 

Autopsy, No. 3155. Anatomical diagnosis: Extreme grade of 
acute and chronic diffuse nephritis; oedema of the brain; concen¬ 
tric hypertrophy of the heart; bilateral bronchopneumonia; pleural 
oedema; acute pericarditis; fatty degeneration of the liver; anemia. 

Case IV.—Jos. B., married, aged forty-eight years, white, a tailor. 
Admitted January 13, 1909. Discharged February 25, 1909, im¬ 
proved. 

Complaint. Cough, pain in back. 

Family History. Negative. 

Past History. Negative except that for some years he has had to 
get up two or three times at night to urinate. Drinks five or six 
glasses of beer daily, two glasses of whisky, and gin occasionally. 

Present Illness. Began four weeks ago with a cold and cough and 
pain in back. His head has ached violently and his eye sight has been 
growing worse. He has had anorexia and polyuria for the past four 
weeks. 

Physical Examination. Patient was very pale and drowsy. Slight 
dyspnoea, 28 to minute. The eyes were noted as very prominent and 
staring, lids somewhat oedematous and inflamed. Right pupil was 
larger than the left, both reacted to light and accommodation. The 
heart was slightly enlarged; sounds clear. During the examination 
the patient became violently delirious and had to be placed in a 
restraining jacket. 

Dr. Randolph, upon ophthalmoscopic examination, noted a high 
grade of arteriosclerosis of the retinal vessels with several hemor¬ 
rhages in both fundi; also marked exophthalmos, the left eye being 
more prominent than the right, and a high grade of peripheral 
arteriosclerosis. 

There were 5,200,000 red blood cells, 11,200 white blood cells, 
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80 per cent, hemoglobin. The blood pressure upon admission was 
240; fell to 140 under continuous use of sodium nitrite. 

The urine upon admission was pale yellow, clear, increased in 
quantity; specific gravity, 1012; marked trace of albumin with 
moderate number of finely granular and hyaline casts. 

As the blood pressure fell the urinary output became greatly 
decreased, being as low as 150 e.c. in twenty-four hours. The 
specific gravity averaged 1020, going as high as 1032. The hyaline 
and granular casts persisted. 

The patient left the hospital greatly improved, and a diagnosis of 
chronic nephritis with uremia was registered. 

Case V.—Oscar T. H., married, aged forty-six years, white. A 
musician. Admitted March 2, 1909. Died March 5, 1909. 

Complaint. Shortness of breath. 

Family History. Unimportant. 

Past History. The only item of importance is that the patient says 
he has to get up every hour during the night to urinate. Voids a 
large quantity during the night, two quarts he thinks. He does not 
urinate very much during the day. Of late he has had to get up only 
three or four times during the night. Patient has drunk beer and 
whiskey to excess, and has been a heavy smoker. 

Present Illness. Began two years ago, when patient became short 
of breath while blowing a cornet as he was marching up hill. This 
shortness of breath has grown markedly worse, and he had to give up 
blowing musical instruments. About a month ago he began to be 
giddy and dizzy upon attempting to work, and this symptom has per¬ 
sisted. His feet have been swollen for the past two weeks. 

Physical Examination. Revealed a pallid, dyspnoeic man with 
typical Cheyne-Stokes respiration. Dr. Thayer noted that the 
radials were thickened, feeling like small cords. The temporals were 
markedly arteriosclerotic. The eyes were distinctly exophthalmic, 
and in both fundi there were exudate and hemorrhages together with 
neuroretinal oedema, presenting a picture of albuminuric retinitis. 
The heart was enlarged 15.5 cm. to the left and 5 cm. to the right. 
There was a gallop rhythm to the heart, but no distinct murmurs were 
audible. The blood pressure ranged from 230 to 200 mm. Hg. 
There were numerous fine rales at the bases of both lungs. The 
liver was easily palpable, and there was shifting dulness in both 
flanks. Dr. Thayer summed up the case as follows: Marked 
Cheyne-Stokes respiration; oedema of lungs; enlarged heart from 
high blood pressure; large liver; oedema of back and legs; albumin¬ 
uric retinitis, and the case was diagnosticated as chronic interstitial 
nephritis. 

There were 5,800,000 red blood cells, 8600 white blood cells, 
87 per cent, hemoglobin. The urine was not increased in amount. 
It was pale yellow and clear; specific gravity, 1010; heavy cloud of 
albumin; numerous coarsely granular and hyaline casts. 
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Patient sank into coma and died three days after admission. 

Autopsy, No. 3179. March 5, 1909. Anatomical diagnosis: 
Extreme arteriosclerosis with almost complete obliteration of many 
of the principal arteries, including the renals, mesenteric, hepatic, 
coronaries, coeliac, etc.; extreme hypertrophy of the heart; fibrous 
myocarditis; atrophied kidneys; degenerative changes of the kidneys; 
chronic passive congestion of the lungs. 

Case VI.—J. J. McF., male, single, aged thirty-two years, white. 
A bridge worker, using lead paints a great deal. Admitted February 
24, 1909. Died March 3, 1909. 

Complaint. Pain in the left side and shortness of breath. 

Family History. Negative. 

Past History. Unimportant, except that the patient has been a 
worker in lead paints all his life, has drunk freely of beer and whiskey, 
and has smoked moderately. 



Fig. 3.— Case VI. 


Present Illness. Patient says he was well until four days before 
admission. Went to bed at 10 p.m., and as soon as he got into bed 
became suddenly short of breath. He was unable to breathe lying 
down. This attack lasted for half an hour. Pain then developed in 
the left chest, with a cough. Pain in the left side and cough have 
continued for the past four days and the patient’s bowels have not 
moved during this time. 

I Physical Examination. There was marked staring exophthalmos 
of both eyes (Fig. 3). Von Graefe’s and Moebius’ signs were well 
marked. The pupils were equal and reacted normally. The heart 
presented evidence of a pericardial effusion; a systolic murmur at 
the apex was heard in addition to a pericardial friction rub. There 
was a pleural friction rub with slight dulness at each base behind. 



478 BARKER, HANES: EYE SIGNS IN CHRONIC NEPHRITIS 

There was a tophus in the right ear, which contained sodium 
biurate crystals, and the patient gave a history of arthritis of the big 
toes, so that he certainly had gout. Dr. Randolph examined the 
fundi oculi and noted the presence of albuminuric retinitis in both. 

On March 1 the pericardium was tapped and about 30 c.c. of 
hemorrhagic fluid removed. 

Blood Examination. 2,900,000 red blood cells, 18,000 white blood 
cells, and 48 per cent, hemoglobin. The blood pressure was 170 
mm. Hg., and fell to 150 at time of death. 

The urine was constantly increased in amount, pale yellow; 
specific gravity, 1010 upon four examinations; albumin 1.5 to 2 
grams per liter by Esbach, and there were hyaline, granular, and 
waxy casts. 

Autopsy, No. 3176. March 3, 1909. Anatomical diagnosis: 
Chronic diffuse nephritis, small granular kidney; lead poisoning; 
cardiac dilatation and hypertrophy; arteriosclerosis; organizing 
hemorrhagic pericarditis with effusion; serofibrinous pleuritis, 
bilateral with effusion; hemorrhagic bronchopneumonia; oedema 
and atelectasis of the lungs; gouty arthritis; tophi; encapsulated 
typical tuberculous foci. 

Case VII.—William B., aged forty-six years, white. A metal 
polisher. Admitted March 4, 1909. Discharged April 5, 1909, 
improved. 

Complaint. Shortness of breath and pain in back and left side. 

Family History. Negative. 

Past History. Without bearing upon the present illness. 

Present Illness. Began four weeks before his admission with short¬ 
ness of breath and palpitation. He has been troubled pretty con¬ 
stantly of late with attacks of dizziness. He is dyspnoeic upon slight 
exertion. He is up six or eight times during each night to void. 
Urine is pale, clear, and greatly increased in quantity. He is troubled 
with cramps in the calves of his legs at night. He occasionally has 
numbness of the right arm and side, which he has noticed during the 
past year. The legs are sometimes swollen in the morning. 

Physical Examination. Revealed a well-nourished man, slightly 
dyspnoeic. The eyes were markedly exophthalmic (Fig. 4). The con- 
junctivse were slightly oedematous. The pupils were small, tending 
to myosis, reacting to light. There was a positive Moebius’ sign. 
No von Graefe’s or Joffroy’s signs. The lid slits were widened. 
Dr. Bordley, upon ophthalmoscopic examination, noted that there 
was marked retinal arteriosclerosis and typical albuminuric retinitis, 
as evidenced by neuroretinal oedema, white plaques, and numerous 
hemorrhages in both fundi. The heart was enlarged, extending 
14.5 cm. to left in fifth interspace and 4 cm. to right. The heart 
was irregular in protodiastolic gallop rhythm, and a fine systolic 
murmur at apex. There was marked general arteriosclerosis. 

Dr. Barker summarized the case as follows: “History of alcohol- 
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ism, acne rosacea, dizziness, palpitation, dyspnoea, polyuria, and 
pollakiuria, albuminuria, cylindruria, exophthalmos, gallop rhythm, 
marked arteriosclerosis. The patient probably has a contracted 
arteriosclerotic kidney with enlarged heart due to the renal and 
vascular changes. Quite possibly he has a beginning cerebral 
arteriosclerosis. The heart is beginning to show mitral insufficiency— 
probably relative.” 

Blood. Red blood cells, 4,400,000; white blood cells; 8600; 
hemoglobin, 70 to 80 per cent. 



Fig. 4.—Case VII. 


The urine was increased in amount, pale yellow; specific gravity 
averaged 1012; albumin 0.5 to 2 grams per liter; moderate number 
of hyaline and finely granular casts. 

There was chronic arterial hypertension, the pressure seldom fall¬ 
ing below 200 and rising as high as 230 on several occasions. The 
patient’s family (wife and daughter) state that the eyes have grown 
prominent during the past eight months. The diagnosis of arterio¬ 
sclerosis, chronic nephritis, and myocardial disease was registered. 

Case VIII.—Jeremiah F., married, aged sixty-four years, black. 
A cook. Admitted April 1, 1909. Discharged April 28, 1909, 
improved. 

Family History. Negative. 

Past History. Without bearing upon present illness. For about 
a year patient has had frequency of micturition, up three or four 
times at night to void. The same number of times during the day. 

Present Illness. Began March 25, 1909, with an attack of short¬ 
ness of breath. He had pain in his lungs of an acute cramp-like char¬ 
acter, and had a severe cough and orthopncea. His legs began to 
swell a week before admission. 
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Physical Examination. The patient was poorly nourished. The 
skin was dry and harsh. The eyes showed well-marked exophthalmos 
and positive Stellwag’s, von Graefe’s, and Moebius’ signs. The 
right pupil was larger than the left. The pupils reacted very slug¬ 
gishly to light and accommodation. The heart was slightly enlarged, 
extending 12 cm. to left in fifth intercostal space, and 4.5 cm. to 
right. The action was irregular with extra systoles. No murmur. 
There was marked general arteriosclerosis. 

Red blood cells, 3,530,000; white blood cells, 4900; hemoglobin, 
60 per cent. The blood pressure was normal. 

The urine was pale yellow in color, from 1012 to 1020 in specific 
gravity, with a trace of albumin and a few hyaline casts. The total 
daily amount of urine was rather small. 

Case IX.—George H. E., widower, aged fifty-three years. A 
painter. Admitted March 8,1909. Died forty-eight hours later. 

Complained of pain in stomach. 

The family and past history contain nothing of importance. 

The present illness began about January 1, 1909. Patient began 
to lose his appetite and had dull burning pain in the abdomen. This 
pain bore no reference to food taken. No vomiting. For the past 
five months the patient has had to get up several times each night to 
urinate. 

Physical Examination. Patient presented a haggard, pallid, 
emaciated appearance, with a marked dyspnoea. The eyes were 
strikingly prominent, giving a staring expression to the face. Stell- 
wag’s and von Graefe’s signs were present. The left pupil was 
slightly larger than the right; both reacted to light and accommoda¬ 
tion. Both parotid glands were swollen and tender. The mucous 
membranes were pale, and the skin was harsh and dry. The heart 
was enlarged, extending 12.5 cm. to left. No murmurs. There was 
diffuse arteriosclerosis in peripheral vessels. The epigastrium was 
filled with a tumor mass, which extended 8 cm. below costal margin 
in right mammary line, 3 cm. above umbilicus in mid line. 

The red blood cells were 3,260,000; white blood cells, 7600; 
hemoglobin, 60 per cent. The blood pressure was 110 upon single 
examination. 

Two urinary examinations were made. The urine was greatly 
reduced in amount, catheterization being necessary to obtain a 
specimen. The urine was yellow, specific gravity was 1020, distinct 
trace of albumin; and contained hyaline finely and coarsely granular 
casts. 

The patient died rather suddenly on the second day in the hospital. 
No autopsy obtained. The tumor mass in the epigastrium was 
thought to have been carcinoma. 

Case X.—Herman G. M., aged fifty-two years, white. A brick¬ 
layer. Admitted April 5, 1909. Discharged improved April 19, 
1909. 
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Complaint. Shortness of breath. 

Family History. Negative. 

Past History. Patient had malaria thirty years ago and pleurisy 
twenty-two years ago. Eight years ago, in April, 1901, patient had a 
paralytic stroke of the right side, involving face, arm, and leg. He 
recovered almost completely from this attack. The patient drinks 
gin and whiskey to excess and chews a plug of tobacco a day. His 
occupation exposes him to inclement weather and subjects him to 
hard work. 

Present Illness. Began two weeks ago, March 23, 1909, with 
drowsiness, weakness, and shortness of breath. A week later patient 
had pain in epigastrium just above umbilicus. Appetite became poor 
and bowels constipated. For the past three days he has vomited two 
or three times a day. Patient has had to get up eight or nine times 
at night to void, and about nine or ten times during the day. His 
ankles and legs are sometimes swollen. 

Physical Examination. Revealed a short plethoric individual, 
dyspnceic, breathing 36 to minute. The eyes were markedly promi¬ 
nent, producing a distinct stare. There was a fairly well-marked 
von Graefe’s sign. The right pupil was slightly larger than the left, 
both reacted normally. The heart was enlarged 16 cm. to left in 
fifth intercostal space, and 4.5 cm. to right. No murmurs. There 
was a well-marked protodiastolic gallop rhythm. There was very 
slight oedema of the feet. 

No ophthalmoscopic examination was made. 

Red blood cells, 5,168,000; white blood cells, 14,200; hemoglobin, 
95 per cent. The blood pressure ranged from 200 to 130, remaining 
most of the time between 180 and 200 mm. Hg. 

The urine was reduced in amount to 500 c.c. or less in twenty-four 
hours, which was probably due to the free purgation and sweating. 
The urine was reddish yellow in color, averaged 1022 in specific 
gravity; albumin, 0.25 grams per liter by Esbach on five examina¬ 
tions. There was a moderate number of finely granular and hyaline 
casts. 

Case XI.-—Henry R., aged sixty-one years, black. Admitted 
April 28, 1909. 

Complaint. Pain in back. 

Family History. Unimportant. 

Past History. Patient had diphtheria at fourteen, malaria six years 
ago, and had cough with shortness of breath for past two years. 
Chronically constipated. The patient is up three times each night 
to urinate. Has some difficulty in starting stream. Patient has been 
a heavy drinker for past ten years, taking eight glasses of beer and 
two or three glasses of gin or whiskey a day. Usually drinks a glass 
of beer every morning before breakfast. Has worked hard all his 
life, and is exposed to the weather a great deal. Thinks he has lost 
18 pounds in the past year. 
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Present Illness. In February, 1909, the patient was taken with 
sudden sharp pain in the small of his back and became very short of 
breath. The pain in his back was so severe that he came to the 
Dispensary and was put in a cast two weeks ago, but. without relief. 
This pain has been present for last two months and is worse on 
coughing and when he stoops over. Has been constantly dyspnoeic 
and orthopnoeic. About a week ago his stomach and legs began to 
swell. 

Physical Examination. Patient is irrational, though not violently 
delirious. Breathing, 32 to minute; breath, urinous. The eyes are 
moderately exophthalmotie; lid slits wide; pupils very small and react 
sluggishly. Von Graefe’s sign is positive and convergence is very 
poor. The mucous membranes are pale, and skin is harsh and dry. 
The heart is enlarged, extending 15.5 cm. to left in fifth intercostal 
space, 3.5 cm. to right in fourth intercostal space. There is a loud 
transmitted systolic murmur at apex and a diastolic murmur in 
aortic area. The liver is somewhat enlarged. Movable dulness in 
the flanks and definite oedema of the ankles. 

Red blood cells, 2,880,000; white blood cells, 6,800; hemoglobin, 
50 per cent. Blood pressure is 140 mm. Hg. 

Urine is decreased in amount, orange yellow, specific gravity 1014, 
and contains hyaline and finely and coarsely granular casts. 

Case XII.—George L. P., married, aged thirty-three years. 
Admitted to the hospital April 25, 1909, and died the same day. 
Of importance in the family history is the fact that the patient’s 
father and his sister died of tuberculosis, and both grandparents died 
with Bright’s disease. 

Past History. Had scarlet fever at eleven without apparent 
sequels. History otherwise negative. 

Present Illness. Began five months ago. Patient noticed he was 
passing much more urine than normal, up four or five times each 
night to urinate. Two months ago patient’s eyes began to fail him, 
objects were blurred, and at times he was almost completely blind. 
Severe headaches have been present for the last two months. The 
patient grew gradually weaker, and he suffered a great deal with 
nausea and vomiting. His condition grew gradually worse until 
nine days before admission, when he took to his bed and vomited 
constantly. Since this time his urine has been very scanty. 

Physical Examination. Positive findings were as follows: Patient 
was thin and anemic in appearance. The eyes were very prominent, 
giving a markedly staring appearance to the face. Stellwag’s and 
von Graefe’s signs were well marked. Pupils were equal and reacted 
to light and accommodation. The mucous membranes and skin 
were very dry. The heart was enlarged, extending 11.5 cm. to left 
in fifth intercostal space and 3.5 cm. to right in fourth intercostal 
space. There was a short systolic murmur at apex. The aortic 
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second sound was louder than the pulmonary second. There was 
moderate arteriosclerosis. 

Upon ophthalmoscopic examination a marked albuminuric 
retinitis was revealed, with neuroretinal oedema and many white 
patches of exudate. Several large hemorrhages in both fundi. 

The blood picture was as follows: 4,192,000 red cells, 21,800 
white cells, 60 per cent, hemoglobin. The blood pressure was 120 
mm. Hg. 

The urine was decreased in amount; specific gravity, 1012; pale 
yellow in color; albumin in large quantity, Esbach, 4 grams per liter, 
and there were fairly numerous granular casts. 

Case XIII.—Daniel H., aged fifty-five years, married. A farmer. 
Admitted April 29, 1909, complaining of weakness. Died in coma 
May 1, 1909. 

The family and past history are without bearing upon the present 
illness. The patient gave a history of rising once each night to 
urinate. 

The present illness began a year ago. The patient noticed that 
he was gradually growing weaker. Exertion caused him shortness 
of breath, which symptom has grown constantly more marked 
during the past year. About one month ago he noticed that his 
sight was failing, and since then has been unable to read ordinary 
print. There has been no oedema of the feet and ankles. He has 
been getting up two or three times at night to urinate, but thinks 
the total quantity voided has not been greatly increased. Ten days 
before admission the patient sank into a coma from which he could 
be easily aroused. Four days ago the patient had a general con¬ 
vulsion, since when he has been unconscious, and was brought into 
the hospital in a comatose condition. 

The positive physical findings were as follows: Patient comatose, 
and at times there are rapid twitchings of the right arm. There is a 
coarse tremor of the hand. Breath is urinous. Mucous membranes 
are pale. The right pupil is larger than the left. Both react 
normally. The eyeballs are markedly prominent and there is a well- 
marked von Graefe’s sign. The right eyeball seems more prominent 
than the left. Upon ophthalmoscopic examination there was a most 
marked neuroretinal oedema, arteries tortuous, and scattered through¬ 
out both fundi numerous hemorrhages and white plaques, these being 
especially numerous around the macular region. An albuminuric 
retinitis was diagnosticated. 

The blood showed 3,920,000 red blood cells, 10,680 white blood 
cells, 73 per cent, hemoglobin. The blood pressure upon admission 
was 210 mm. Hg., and sank gradually to 130 at time of death, four 
days after admission. 

The urine was noted as light yellow, clear; specific gravity, 1010; 
heavy cloud of albumin with a few granular casts. 
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The patient did not respond to treatment, and died four days after 
admission. 

Case XIV.— Annie J., aged fifty years, widow. 

Diagnosis. Chronic nephritis; arteriosclerosis; had four former 
admissions, with diagnosis of chronic nephritis in each. The eyes 
were staringly prominent, marked Stellwag’s and von Graefe’s signs. 

Heart 13.5 cm. to the left in the fifth intercostal space. No 
murmurs. 

Urine, 1005 to 1020; pale yellow; contains albumin and a few 
granular casts. Blood pressure from 240 to 180 mm. Hg. 

Autopsy, February, 1909. Anatomical Diagnosis: Arteriosclero¬ 
sis; obesity; chronic diffuse nephritis; chronic fibrous myocarditis; 
cardiac hypertrophy and dilatation; chronic passive congestion of 
viscera. 

Case XV.-—Henry P., married, aged 55 years. 

Diagnosis. Arteriosclerosis; myocarditis; chronic nephritis; mitral 
insufficiency. Eyes noted as exophthalmic. No mention of other 
ocular signs. 

Heart 14 cm. to the left in fifth intercostal space. The first sound 
at the apex is followed by a rough transmitted murmur. The patient 
is very dyspnoeic. 

Urine, 1010 to 1020; albumin, 1 gram per liter by Esbach; a few 
hyaline and granular casts; pale yellow is the color. Blood pressure, 
160 to 190 mm. Hg. No ophthalmoscopic examination. Discharged 
improved. 

Case XVI.—Henry P., aged fifty-four years. 

Diagnosis. . Chronic nephritis; cirrhosis of the liver. Death and 
autopsy. 

The patient gave history very typical of nephritis. Up three or 
four times each night to urinate; anemic. 

The eyes were noted as quite prominent; ocular movements were 
good. 

Urine, light yellow; specific gravity, 1010 to 1012; contains albu- • 
min and many granular casts. Blood pressure, 160 mm. Hg. 

Autopsy. Anatomical diagnosis: General arteriosclerosis; chronic 
diffuse nephritis; pulmonary cedema; cirrhosis of liver. 



